




M. Terry Jeppson M.D., FACOG
Confidential History and Physical Form

Name:____________________________  Age:_______  Birthday:____/_____/_______ 
Referred to our office by:__________________________________________________ 
Your Reason for coming to see the Physician: 

Gynecology History: 
When was the first day of your last menstrual period?  ______/_______/_________ 
Was it a normal period?   Y   or   N 
How old were you when you started menstruating?__________________ 
Are your cycles regular?   Y  or   N      # of days from start of one period to the next_______________   
Number of days Period lasts_____________ 
Have you ever been treated for abnormal uterine bleeding?  Y   or   N    Explain:________________________ 
Are you currently on hormones?     Y  or   N     Prescription:____________________ 
Have you taken hormones or birth control pills in the past?   Y  or   N    List:____________________________ 
Are you sexually active?   Y  or   N  What are you currently using for birth control?_______________________ 
How many partners do you currently have?_______________   Total partners lifetime_________ M or F______________ 
Have you ever had an abnormal Pap Smear?   Y  or   N      Treatment:________________________________ 
Have you ever been treated for any sexually transmitted diseases?   Y  or   N    Types____________________ 
Do you have problems with recurrent yeast or vaginal infections?   Y  or   N   Explain:____________________ 
Have you ever been sexually abused?   Y  or   N     _______________________________________________ 
Do you have a family history of Breast Cancer?  Y  or   N   Whom____________________________________ 
Do you practice Breast self exam?  Y  or   N      Have you had a mammogram?  Y  or   N  When____________ 

Obstetric History: 
Total number of living children: ________________  Any twins?   Y  or   N   Adopted children?  Y  or   N 
Were your deliveries:  #_______Full Term,   #_______Pre-Term 
Of those deliveries:     #_______Vaginal,     #_______C-Section, 
Have you had any miscarriages?  Y  or   N   How many? _________ 
Any terminations?   Y  or   N   How many?_____________ 
Any tubal pregnancies?  Y  or   N   How many?______________ 
How many total pregnancies have you had?__________________ 
Medical History: 
How would you describe your current health? 

Do you have any of the following:  (Circle any that apply) 
Anemia   Arthritis   Asthma   Cancer 
Diabetes  Epilepsy  Hay Fever  Heart Trouble 
Liver Disease  Kidney Disease  High Blood Pressure  
Rheumatic Fever Stomach Ulcers  Thyroid Problems Cholesterol Elevation 
Other:_________________________________________________________________________________ 

ALLERGIES or REACTIONS TO MEDICATIONS:  (Please list name and type of teach reaction) 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
Medications or Supplements you are currently taking, including dosage and frequency: (Please use the back of this paper 
if necessary) 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Surgical History: 
Please list any surgical procedures you have had:  (Please include date or age, name or procedure performed, and 
physician performing surgery; if known) 

Social History: 
Marital Status:   S   M   D   W 
Are you employed?  Y  or   N  Where?_________________________________________________________ 
What is your level of education?______________________________________________________________ 
Have you ever smoked?   Y  or   N 
Do you currently smoke?  Y  or   N   If yes, how much per day?______________________________________ 
Do you drink alcoholic beverages?   Y  or   N   How much and how often?_____________________________ 
Have you ever used recreational drugs?  Y  or   N   If yes, what?_____________________________________ 
Do you currently use recreational drugs?  Y  or   N  If yes, what?_____________________________________ 

Family History 
Does anyone in your family have health related problems?   Explain: 

Father__________________________________ Paternal Grandmother:____________________________ 
Mother__________________________________ Paternal Grandfather:_____________________________ 
#____ Brothers:__________________________  Maternal Grandmother:____________________________ 
#____ Sisters:____________________________ Maternal Grandfather:_____________________________ 
Do twins run in your family?   Y  or   N 
Any Birth Defects in your family?   Y  or   N          Explain: 

_________________________________________________________________________________________________ 
      For Office Use: 

Vital Signs:   Wt.________, Ht._________, BMI:______, T:_______ P:_______ R:______ BP:________ Pain:__________ 


